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OF THE A CIATION OF | TION THERAPISTS 


why Tergemist* 


(Abbott's Mucolytic Aerosol Solution) 


is SO easy to use 


The clinical effectiveness of Tergemist 
in loosening thick pulmonary 
secretions is well known. But practical 
advantages from the therapist’s 

point of view are also important: 


SHORT SESSIONS Just four half-hour 
periods daily are normally needed- 
less demanding on you, and pleasanter 
for the patient. 


NON-IRRITATING Total alkalinity is 
low, and there are no preservatives. 
Hence you can successfully carry out 
prolonged therapy without irritating 
patient’s bronchial mucosa. 


ANTI-CLOGGING Only detergent, po- 
tassium iodide, and distilled water are 
present. No glycerine or bicarbonate. 
Doesn’t tend to clog nebulizers. 


3-DAY STABILITY Simply refrigerate 
the unused portion. This extended life 
permits full and economical utilization. 
Supplied: 40, 250, and 500-ml. bottles. 
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REFRIGOMATIC 


OXYGEN 
TENT 


Now available with 


STAINLESS STEEL 
CABINET 


Produces and holds 
true high 
concentrations 


Mechanical tests show the RV oo 


cut off. In patient use, with normal 
attention by nurses, concentrations of 
70% to 80% are ‘easily maintained. 


Provides highest 
humidity 


The Refrigomatic provides three humid- 
from 40% to an absolute 
1 plus fog. Many ye oduce 
fog without the necessary b. hu- 
midity. new-type nebu- 
lizer and high-humidity wheal a 
possible complete saturation 
atmosphere. 


UL Approved 


Cleans completely 
in minutes 


@ Positive Control @ May Be Cold Sterilized 
@ Efficient—Economical @ Utilizes Mucolytic Detergents 


Write for complete literature. 


The JOHN BUNN Corporation 


Manufacturers and Distributors of Specialized Hospital Equipment 


1298 Main Street Buffalo 9, New York | 
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NOW YOU CAN HAVE DIPPED GREEN LATEX 
CATHETERS AT PRICES THAT MAKE THEM DIS- 
POSABLE! 


You'll regain True patient comfort and economy, too, in the purchase of 


Oxequip Dipped Green Latex Catheters which our volume production brings 


you for the first time at prices competitive to any other catheter. 


An exclusive feature of OXEQUIP Latex Catheters for many years is the 


larger lumen to reduce Oxygen velocity and to minimize ‘hiss’. 


Your own Comparison Test of Catheters is invited; we'll provide 
the Dipped Green Latex Catheter. At the Annual meeting you'll 
receive yours free at Booth +18. If you will not attend the | 
meeting in Buffalo, a post card request will bring your sample | | 
test catheter in the mail. | 


OXEQUIP Dipped Green Latex Catheters 


By the Gross: each $ .30 (The same price you pay for disposable plastic catheters!) 


OXEQUIP 


8335 South Halsted Street Chicago 20, Ill. 
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The MIST GEN CY-1 Nebulizer 


Complete Package 


FQ Lung Cancer 
Sputum Sampling 

Tubercular Testing and 

Heated Aerosol Therapy 


Now, from Mist 0, Gen®in one com- 
pact unit... Compressor, Nebulizer 
— with pre-heat switch and De- 
tachable Heating Unit for Hospital, 
office and home use. 


A unique feature of the CY 1 is its application in the field of cytological examina- 
tion. The patient breathes from the nebulizer about one inch away from the flow 
spout. This is done for approximately twenty to thirty minutes. Sputum samples 
are then analyzed by the Papanicolaou smear method. Tubercular sputum 
samples may be collected similarly. 


The heating unit is easily detached from the plastic reservoir, and does not come 
into contact with the solution. The pre-heat switch allows the user to heat the 
aerosol solution before turning on the compressor. When ready for use the nebu- 
lizer will deliver aerosol at 125° F. This warm aerosol is comfortable to breathe 
and the patient experiences no discomfort. Breathing tubes are used when lower 
aerosol temperatures are desired. 


Manufactured of corrosion-resistant aluminum alloys and stainless steel, the CY 1 
is compact and lightweight. The one unit contains the compressor, the nebulizer, 
and the pre-heat switch. It can be operated at home, in the office, or at the hos- 
pital, and can be easily adapted to breathing tubes, mouthpieces, and masks. 


The complete package, priced at $135.00, operates on 110 volts. 


Heated Hypertonic Aerosol in Collecting Sputum Specimens for ee ee 
David M. Berkson, MD; Gordon L. Snider, MD. JAMA, Vol. 173, No. 2, pp 135-138. 


EQUIPMENT COMPANY 
2711 ADELINE STREET - OAKLAND 7, CALIFORNIA 
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Your Best Source For 


“QUALITY- ENGINEERED” 


CYLINDER 
HANDLING 
EQUIPMENT 


SINGLE SMALL CYLINDER TRUCKS 


For “D” & “E” Cylinders 


MULTIPLE SMALL CYLINDER TRUCKS 


6 Cylinder Capacity 
For “D” & “E” Cylinders 


OXYGEN CYLINDER TRUCKS 


For “M,” “G" & “H” Cylinders 


OXYGEN CYLINDER SAFETY DOLLIES 


For “G" & “H” Cylinders 


Available From Your Local Supply Dealer 
GENERAL MEDICAL EQUIPMENT CORP. Division of 


LUMEX Ine. 


Bellmore, N.Y. 
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The NEW 
DEVILBISS 
No. 701 
High-Efficiency, | 
Portable 


@ COMPLETELY ASSEMBLED-—ready for use 

@ COMPACT—occupies approximately 1 sq. ft. 
of space 

@ LIGHT WEIGHT—only 11% lbs.—completely 
portable 

@® ADJUSTABLE-—can be regulated from 0 to 22 
inches of vacuum 

@ Quiet—will not disturb patients 


@ SAFE—equipped with two 1 quart size bottles; 
when collection bottle is full, unit continues 
to operate using overflow bottle 


@ EASY TO CLEAN—bottles and tubing remov- 
able for sterilizing 


@ EQuiIPPED with standard bottles and stoppers 
for quick replacement in case of damage or 
breakage 


Price 


$89.5° 


Complete 


THE DEVILBISS CO. - Somerset, Pennsylvania 
Suppliers to the Medical Profession Since 1888 
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accurately administer 
prescribed inhalation 
therapy regardless 

of patient’s breathing 


characteristics 


a NEW 
 EXHALATION- 


‘PRESSURE VALVE 


an new BP Valve Ohio Chemical’s unique E-P Valve employs the principle 
sepafaitely for of a spring-loaded relief valve rather than the variable 
attachmegtto any orifice type. Therefore, exhalation pressure may be 
Rsrmpcn oe _ precisely controlled from 0 to 6 centimeters of water. 
combinaliliin with Each setting (from 0 to 6) is clearly marked on the 
the No. 100 Mask and knurled knob of the molded Nylon body of the valve. 
Oxygen Diluter — or An attached metal pointer assures a fixed setting. The 


with the"No. 100 


teak alae uniter. E-P Valve weighs only one-third of an ounce. It may be 


easily removed from the mask for cleaning and sterilizing. 


For complete information, write Dept. IT-10, Ohio 
Chemical & Surgical Equipment Co., Madison 10, Wis- 
consin; on the West Coast, Ohio Chemical Pacific Com- 
pany, Berkeley 10, Calif.; in Canada, Ohio Chemical 
Canada Limited, Toronto 2, Ont.; overseas, Airco Com- 
pany International, New York City 17 (all divisions or 
subsidiaries of Air Reduction Company, Inc.) 


15 
orifice type 
10 
Ohio E-PV ave 


1 2 3 4 5 6 . 8 9 10 


THIS CHART COMPARES ACCURACY OF OHIO'S NEW E-P VALVE WITH THAT 
® OF CONVENTIONAL ORIFICE TYPE WITH 4 CM.OF H20 SETTING. 


Chemical, Serving the Medical Profession 
for Over Fifty Years 
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From Puritan's J New 

All-Purpose 
Oxygen | 
Nebulizer 


You can satisfy the many requirements for: 


HIGH HUMIDITY... measured at body temperature—the important temper- 
ature of concern. Electric immersion element makes heated use possible. 


OXYGEN DILUTION. 40%, 70% or 100% 


oxygen concentration may be produced by a 
simple control—an extremely important fea- 
ture when high-flow low-oxygen concentration 
is. necessary. 


VERSATILITY unequalled, because it: 


ecan be used cold or heated. e provides high 
or saturated humidity (at body temperature). 
e has variable oxygen concentration. e can be 
used with large or small bore tubing. e can be 
autoclaved in its entirety. e has push-button 
orifice cleaning which permits use of water 


Heated nebulization 
and solutions of drugs and wetting agents for BENNETT IPPB Units 


without interrupting service. 


MAIL COUPON FOR FULL INFORMATION. 


Puritan Compressed Gas Corporation 
Oak at 13th St. — Kansas City 6, Missouri 


Please send full details on the NEW All-Pur- 
pose Oxygen Nebulizer 


COMPRESSED GAS CORPORATION 
Since 1913 


Kansas City 6, Mo. NAME 


ADDRESS. 


CITY 


PRODUCTS AND SERVICE FOR BETTER PATIENT CARE 
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all, light, quiet in pe and 


0) BENNETT RESPIRATION PRODUCTS, INC. 


1639 ELEVENTH STREET, SANTA MONICA, CALIFORNIA 


Distributed by Puritan Compressed Gas Corporation 
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BENNETT AP-4 PORTABLE IPPB UNIT # 

unit delivers room air, with provision for optional 
_ oxygen enrichment through the nebulizer. It operates from 
r; by use of an accessory conve! 

weer cigarette lighter 

lease for literature or demonstration. : 
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. Safety! A Must 


S Inhalation Therapists our responsibilities are many. However, we have 

three primary ones. First, the responsibility to the patient for his 

safety and for good therapy. Second, to the institution to which we belong. 
Third, to the profession. 


What are our responsibilities to the patient? They are many, actually 
more than can be set down here. The more important of them is that of 
safety. One who upholds the safety requirements of the hospital may very 
well be lax in the safety of the patient. These should work hand in hand. 


On many occasions the question is raised, how can I increase my safety 
potential? This is relatively easy. Nearly every Inhalation Therapist belongs 
to the A.A.I.T. An integral part of this Association is the Safety Com- 
mittee. Your cooperation with this Committee is greatly needed. Should 
you have an accident, regardless of how trivial it may be, let the Committee 
know about it and the circumstances leading up to it. In this manner we 
can further help you and perhaps prevent the same thing from happening 
again elsewhere. 


Each organized Chapter has a Safety Committee also. These Committees 
are working, as well as the National Committee, toward better safety prac- 
tices for your department. 


The institutions that utilize our services expect, and rightly so, the utmost 
effort on our part to reduce accidents. This can only be done with the proper 
knowledge and practice of all safety precautions. In the future a booklet 
outlining some of the more prominent accidents and their causes will be 
presented along with steps that can be taken to remove these hazards. 
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The success of this booklet does not lie with the Committee alone but 
with the membership as a whole. Therefore, it is important that each super- 
visor survey his department and advise the Committee of his ideas. In this 
manner, everyone can benefit. 


Our third primary responsibility is to the profession. What is this? It 
means that each of us is obligated to the other to pass along ideas and tips 
that will benefit the group. We are a young organization, we are still, you 
might say, in our rompers. But this with diligence, work and a little sweat, 
can be overcome. Being young we are expected to take the back seat, so 
to speak. This, too, can be overcome. It isn’t going to be done though, if the 
sights of the membership as individuals are lowered. Work, foresight and 
hindsight are needed. These can be accomplished only with the cooperation 
of everyone. You and you alone are responsible for the future of Inhalation 
Therapy as a profession and as a vocation. If this is kept in mind, graduat- 
ing high school seniors can be encouraged to enter this field. The responsi- 
bility is ours, let’s use it and not abuse it. 


Richard T. Conover 

Chief Inhalation Therapist 

Duke University Medical Center 
Chairman, AAIT Safety Committee 


| EMERSON 
“UCYCLIT-B” Respirator 


| 

| Triggered by the patient’s own breathing impulses, the “Ucyclit” 
augments each spontaneous effort. It assists like an IP PB unit, 
but without masks or tubes at the airways. Negative pressure inside 
the soft plastic wrap expands the chest. A shell arched over the 
body provides 
space, but rests | 
on the bed, not | 
the patient. 


For details 
please request 


Form 82-B 


J. H. EMERSON CO., CAMBRIDGE 40, MASS., U. S. A. 
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Tracheotomy Patients Present 


Problems in Resuscitation 


by Reuben E. Schmugge 


HERE are two different operations in- 
volving the trachea that are of interest 
to the Fire Department, and to other 
emergency personnel. These conditions 
are of special interest to us because they 
warrant special consideration during resus- 
citation and manual artificial respiration. 
I. LARYNGECTOMY 
A laryngectomy is performed when the 
patient has cancer of the throat or larynx 
(vocal cords and voice box ). In this opera- 
tion, the larynx is removed completely by 
surgery. The trachea is then turned to the 
front, and terminates in an opening in the 
neck slightly above the breastbone. (Fig. 
1) A surgical tie-off is then made, com- 
pletely sealing the mouth and throat from 
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the trachea. After this operation, the pa- 
tient breathes entirely through the hole in 
the neck. Because there is no longer any 
connection between the throat and the 
lungs, the person can no longer be resus- 
citated by mouth-to-mouth artificial res- 
piration or by using a resuscitator in the 
normal way over the mouth and nose. 

Any type of resuscitation used must be 
accomplished through the opening in the 
neck. Fig. 2 shows the trachea as it nor- 
mally appears. Fig. 3 shows the position 
of the trachea and the surgical tie-off in 
the throat after a laryngectomy has been 
performed. After the operation, a laryn- 
gectomy tube (Figures 4 and 5) is in- 
serted in the opening. The tube is worn 
for a month or so after the operation, to 
keep the trachea open until the operation 
has completely healed. After this period, 
the laryngectomy tube is not worn except 
by very few laryngectomees. 

Figure 4 shows the laryngectomy or 
tracheotomy tube, which is really a tube 
within a tube, in the normal position for 
use. Figure 5 shows the inside tube partly 
withdrawn. In case resuscitation is neces- 
sary and the laryngectomy tube is plugged, 
the inside tube may be removed and venti- 
lation accomplished through the outer 
one. In case of emergency, the whole laryn- 
gectomy tube may be withdrawn to ac- 
complish ventilation. Some patients prefer 
to wear a cotton filter pad over the tube to 
keep out foreign materials. This can also 
be removed for resuscitation. 


= 
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Fig. 1 | 
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PHARYNX 
EPIGLOTTIS 


Fig. 2 


After the surgery has healed, the male 
laryngectomee keeps foreign material out 
of the lungs by keeping his shirt collar 
buttoned over the tracheal opening. The 
female laryngectomee usually wears a 
scarf or a decorative bib over the open- 
ing. It is necessary, therefore, to make cer- 
tain, on any victim requiring resuscitation, 
that there is no opening in the neck. Re- 
suscitation through the mouth and nose of 
a laryngectomee is absolutely useless. It 
must be done through the tracheal open- 
ing. 

II. PROCEDURE FOR 
RESUSCITATION 

On all victims requiring resuscitation, 
loosen the clothing at the throat and check 
all the way to the breastbone to discover 
if there is an opening. You cannot rely on 
watching for scars, as the scars of the 
laryngectomy operation soon disappear. 
All manual and mechanical methods of 
resuscitation can be used on a laryngec- 
tomee. 

A. Manual Methods 

1. Mouth-to-Trachea 
Proceed as in mouth-to-mouth. 
Place mouth over opening in 
trachea and breathe into victim. 
Avoid twisting his neck, as this 
may partially block the opening. 


SURGICAL TIE-OFF 
AIR FLOWING ae 
JO LUNGS 
IN AND OUT 
OF OPENING IN NECK 


TRACHEA OR WIND PIPE 


DIAPHRAGM 


Fig. 3 


It is not necessary to close the vic- 
tim’s nose in mouth-to-trachea re- 
suscitation. Mouth-to-trachea is 
more sanitary than mouth-to- 
mouth, because most infections 
come from the nose and throat, 
and air coming directly from the 
lungs is much more sterile. If di- 
rect contact repels you, however, 
you may place a handkerchief or 
gauze bandage over the opening. 
Mouth-to-trachea is the most ef- 


continued on page 24 


by Dr. James A. Donaldson, Resident 
in Otolaryngology at Veterans Hos- 
pital, St. Paul, Minnesota, was pre- 
pared by Reuben E. Schmugge, 
Chief of the Fire School, together 
with members of the St. Paul Rescue 
Squad and in collaboration with the 
Lost Chord Club of St. Paul. 


people for permission to use it, but 
also to the Editor of THE FLOW- 
METER, publication of the Upper 
Midwest Chapter of the AAIT, in 
which it first came to our attention. 
—Ed. 


This material, based on a lecture 


We are indebted not only to these 
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many “firsts” at 


seventh annual meeting 


by Frank Huston 


HE Seventh Annual Meeting and Lec- 

ture Series of the American Associa- 
tion of Inhalation Therapists in Buffalo, 
New York, will see many revisions and 
numerous innovations at the 1961 con- 
vention. 

To begin with, the meeting has been 
carefully condensed, thereby shortening its 
length by one day (meeting dates are 
Monday, November 6 through Thursday, 
November 9). 

Registration will start Monday morning 
promptly at 9:00 a.m. The kick off speaker, 
Doctor Albert Andrews will address the 
group at 10:00 a.m. on the subject of in- 
halation therapy equipment. Following 
Doctor Andrews will be Doctor Hylan 
Bickerman discussing the importance of 
“Internal Public Relations”. 


Doctor Collins to be luncheon speaker 


At the Monday luncheon, Doctor Vin- 
cent Collins, newly appointed Director of 
Anesthesiology at Cook County Hospital 
in Chicago, will lecture on the salient 
points of “What Makes a Professional”. 
Following the luncheon, and for the re- 
mainder of the afternoon, the ever-popular 
Roundtables will be held under the direc- 
tion of Mr. Don Gilbert, of the University 
of Michigan Medical Center. 
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A “first: pre-selection of Roundtable topics 


Under a system which Mr. Gilbert has 
developed, the Roundtable topics are to be 
selected in advance of the meeting. Your 
program insert has them listed numerically 
and they are recorded in national head- 
quarters when you send in your pre-regis- 
tration. It is hoped that under this plan 
a more thorough coverage of these im- 
portant topics can be developed. 

Tuesday morning, Doctor Duncan Hola- 
day, from the University of Chicago, will 
open the daily session with a lecture on 
“The Role of the Inhalation Therapist in 
Resuscitation”. Following, service member 
Abe Lister of Shor’s Medical Oxygen Serv- 
ice will discuss “Your Inhalation Therapy 
Service Company”. The third speaker of 
the morning, Doctor Edwin Levine of the 
Edgewater Hospital in Chicago, will point 
out the necessity of “Organization of 
Training Programs in Inhalation Ther- 


apy . 
A “first”: free time for exhibits 


Following the talk by Doctor Levine the 
exhibits will be opened. To help both the 
registrants and the manufacturers achieve 
the maximum coverage in this important 
area of product awareness, the exhibit 
hours on Tuesday and Wednesday will be 
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unchallenged by luncheons or lectures. 


To complete the Tuesday afternoon ses- 
sion, at two o'clock Doctor Meyer Saklad 
will discuss the “Logistics of Inhalation 
Therapy Equipment”. At three o'clock the 
“Factors Influencing the Effectiveness of 
Intermittent Pressure Breathing” will be 
pointed out by Doctor Theodore Noehren, 
Assistant Professor of Medicine at the Uni- 
versity of Buffalo Medical School. The 
final speaker of the day, Doctor Jerome 
Maurizi of the University of Buffalo Medi- 
cal School and the E. J. Meyer Memorial 
Hospital will lecture on the “Treatment 
of Carbon Dioxide Intoxication.” 


On Wednesday, November 8, the sessions 
will begin when Doctor Robert Lawrence 
from the University of Rochester Medical 
Center lectures on “The Use of Specialized 
Equipment”. Following the Doctor, Sister 
M. Antonella, Administrator of St. Joseph’s 
Infirmary in Louisville, Kentucky will dis- 
cuss “The Administrator and the Inhala- 
tion Therapist”. Doctor Howard Dayman 
of the University of Buffalo Medical 
School will end the morning session with 
a talk on “The Use of Simple Pulmonary 
Function Testing”. 

After the allotted exhibit time, the after- 
noon session will resume when Doctor 
Franz Reichsman, Assistant Professor of 
Psychiatry from the University of Roches- 
ter Medical Center lectures on the 
“Therapist-Patient Relationship”. At three 
o'clock “Breathing Exercises for Pre and 
Post Operative Thoracic Surgery Patients” 
will be the topic discussed by Captain 
Frances Parks of Valley Forge General 
Hospital. 


A “first: Banquet to follow Exhibitors Night 


The annual Get Acquainted Hour, cus- 


tomarily known as Exhibitor's Night (the 
exhibitors are your hosts) will precede 
what we hope will become an annual 
event, the Banquet. As our speaker for this 
“first” we have Doctor Everett Baker from 
Louisville, Kentucky. 


Election of Officers on Thursday 


The final morning of the meeting will be 
devoted to the annual business meeting. 
Presiding will be the AAIT president, 
Joseph Klocek, R.N. who will start the 
proceeding with his report to the mem- 
bers. Following Mr. Klocek will be the 
chapter delegates reports, Committee re- 
ports, the Treasurer’s report and the elec- 
tions. The closing remarks will be given 
by Mr. Carriere, Executive Director. 

At 12:30 the annual report luncheon will 
be held with Mr. Carriere giving to the 
members “The Challenge of Profession- 
alism”. 

At the conclusion of the luncheon, char- 
tered busses will take the registrants on a 
complete sight-seeing tour of the Niagara 
Frontier. Scenic and _ historical locations 
will be visited with special emphasis on 
Niagara Falls. Following the tour, dinner 
will be served at the Brock-Sheraton 
Hotel in a private dining room overlooking 
the Falls. 


To round out the entire program; break- 
fasts and special meetings have been ar- 
ranged for both the Industrial and Service 
groups, and conferences with the Execu- 
tive Director can be obtained on Monday 
and Wednesday. 

Registration fees for the annual meeting 
and lecture series are as follows: $45 to 
members; $55 to non-members. These cov- 
er the luncheons, banquet, sight-seeing 
tour and dinner. 


fee, etc., is December 16, 1961. 


REGISTRY SPRING EXAM 


Deadline for receipt of applications including photos, letters of reference, 


Write to: Sister M. Yvonne, Registrar A.R.I.T. — St. Francis Hospital, 
LaCrosse, Wisconsin, AT ONCE. 
(Allow time for photos to be made) 
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Your Association—And How It Operates 


Bene IS THE third in a series of articles 
describing how your association is run. 
In this article, the job of the Executive 
Director is partially described, and refer- 
ence is made to his relationship with 
various groups, committees, boards, indus- 
tries, commercial enterprises, and govern- 
mental agencies. 

Every cooperative enterprise needs a 
guide, and so it is customary for all asso- 
ciations, be they large or small, to have an 
executive director or, if you will, a busi- 
ness agent. 

Your Executive Director was ap- 
proached seven years ago by a group 
which included a member of the Advisory 
Board, a member of the Board of Direc- 
tors, and representatives of two large 
industries, who asked if he would take on 
the task of building up the A.A.LT. 

Formerly, the group had called itself 
the Inhalation Therapy Association, and 
its operation had been on a purely volun- 
tary basis. Realizing that inhalation ther- 
apy was a new frontier in medicine whose 
growth was inevitable, the group decided 
to call in outside professional help. Before 
doing this, however, it set itself up as a 
not-for-profit corporation in the State of 
Illinois. 

At this time there were 177 paid mem- 
bers. There were no chapters. Neither 
was there a professional journal, although 
a newsletter had been published period- 
ically. 

The new organization did not have the 
sponsorship of any medical group then, 
and, of course, Registry did not exist. 

Before signing the contract, your Exec- 
utive Director was assured that he would 
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have the utmost cooperation from all con- 
cerned; further, one of the industrial rep- 
resentatives made the statement that any 
financial losses would be taken care of. 

Thoroughly to understand the respon- 
sibilities of the Executive Director, you 
should know that he is responsible to the 
Board of Advisors. You should also know 
something about the many faceted nature 
of our association. 

The A.A.I.T. Constitution, as revised 
in November, 1959, states that “There 
shall be a Board of Advisors consisting of 
six physicians, three of whom shall be ap- 
pointed by the American College of Chest 
Physicians and three of whom shall be 
appointed by the American Society of 
Anesthesiologists. All actions, matters of 
policy and items of public relations shall 
be presented to this Board for approval. 
No action shall be consummated until 
such approval has been secured.” 

Concerning the Executive Director, the 
Constitution says this: “The Board of 
Directors shall employ a professional 
Executive Director to conduct the busi- 
ness of the Association. He shall have only 
such powers as are delegated to him by 
the Board of Directors.” 

Obviously, since the Board of Directors 
is controlled by the Advisory Board, as 
indicated above, it follows that the Exec- 
utive Director is also responsible to the six 
physicians, although somewhat indirectly. 

What complicates the job of the Exec- 
utive Director is the five-phase composi- 
tion of our association. 

First, there are the bona fide inhalation 
therapists, the Members. 

Then come the Service Members and 
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Industrial Members, neither of whom may 
hold national office or vote in national 
elections. 

Then there are the manufacturing com- 
panies who may or may not belong to the 
Association. 

Finally, there are the two sponsoring 
medical groups, the American College of 
Chest Physicians and the American So- 
ciety of Anesthesiologists. 

So that operating the A.A.I.T. is similar 
to operating the United States Govern- 
ment in this respect: we must maintain a 
delicate system of checks and balances, 
so that no one group can dominate or 
“run” the A.A.1.T. to the detriment of the 
others. 

For example, it would be wrong to 
permit the three physicians from the 
American College of Chest Physicians to 
impose their policies on the A.A.I.T. This 
cannot happen because they are working 
with three physicians from the American 


Society of Anesthesiologists, who have an 
equal number of votes. 

Similarly, no industry can dominate the 
A.A.I.T. because there is an Industrial 
Advisory Board, representing eight of the 
companies that manufacture inhalation 
therapy gases and equipment. It is 
through this Board that suggestions are 
made and complaints are voiced. And 
there have been complaints about at- 
tempts to, shall we say, “influence” chap- 
ters. 


Luckily, no individual, group, or com- 
pany has dominated the A.A.I.T. at the 
expense of the membership. Although 
some people find it hard to think objec- 
tively—in fact, almost as hard as we do! 
—nevertheless our relationship with the 
many individuals and with the numerous 
component groups has, for the most part, 
been a friendly one. 


continued on next page 


Mr. Carriere (seated), Mr. Huston and Secretary Sandy Hamen discussing a layout problem 
in the INHALATION THERAPY journal. 
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Specifically, then, what are the duties 
of the Executive Director? 

An Executive Director must be a num- 
ber of things, but, most important, he must 
provide leadership and counsel. 

He serves as a business agent, making 
recommendations to both the Board of 
Directors and the Advisory Board. He 
also works with the Service Members 
Committee, as well as with the Industrial 
Advisory Board. 

Other Committees with whom he works 
are these: Admissions. Registry, Educa- 
tion, Nominating, Publications, Safety, 
end Research Information. 

One of the most exacting of his duties 
is the control of all printed materials, in- 
cluding the journal, newsletter, various 
revrints, annual meeting programs, and 
all cther printed matter. 

He also plans and supervises all mass 
mailings, whether to hospitals, groups, or 
to the A.A.I.T. membership. 

Responsible for the promotion of the 
A.A.I.T., he works with a number of peo- 
ple in an effort to stimulate membership 
and to create new chapters. This involves 
a very heavy correspondence, and an 
equally heavy travel schedule. 

He also serves as a “trouble shooter” 
and attempts to get at the source of com- 
plaints be they about malpractice, ques- 
tionable politics, or anything else. 

If a complaint is definitely of a medical 
nature, he calls it to the attention of a 
physician or the Advisorv Board. since it 
is not the right of the Executive Director 
to get involved in medical affairs. 

Recently. a chapter was torn between 
two factiors, each trvine to dominote at 
the expense of the other. The Executive 
Director called both grouns together and 
pointed out the unprofessional nature of 
such conduct. asking the leaders to get 
together and “talk things out.” 

About the most demanding task as- 
sumed by the Executive Director is that 
of taking upon himself the financial 
resnonsibility for the overation of the 
American Association of Inhalation Ther- 
apists. 

This in asseciation manigement is un- 
usual, since it is invariably the Board of 
Directors or the Secretary-Treasurer who 
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assumes this responsibility. Again, due 
to the nature of our organization, the 
financial operation of the A.A.I.T. has 
been handled by the Executive Director. 

It is a heavy responsibility, one which 
neither the Advisory Board nor the Board 
of Directors has had to bear. 

Again, this is not a point in criticism of 
either Board, it is simply a statement of 
the facts. 

Every year, Arthur Andersen and Com- 
pany has examined the statement of cash 
receipts and disbursements, and its report 
has gone to all members of the Board of 
Directors and the Advisory Board. 

Their latest report indicates that your 
Executive Director has a quite substantial 
investment in the A.A.I.T., representing 
money and services advanced to keep the 
association alive. 

This so-called deficit financing has been 
necessary during the past several years, 
since the cost of operating and building a 
new association is always greater than its 
income. 

However, with increased membership 
assured. we can look forward to a gradual 
decrease in our indebtedness, and to the 
day when we have enough members to 
get out of debt and remain “in the black.” 

Although the Executive Director is the 
business agent, as it were, he must also 
bear in mind that the A.A.LT. exists not 
for his benefit, but for the benefit of the 
membership. So he must make an effort 
to stav behind the scenes. and let the 
Board Members, chapter presidents, and 
other interested people take an active role. 

His job can best be described by the fol- 
lowing quotation from an article written 
by Chester I. Barnard: “The fine art of 
executive decision consists in not deciding 
questions that are not now pertinent, in 
not deciding prematurely, in not making 
decisions that cannot be made effective, 
and in not making decisions that others 
should make.” 

In the next article, we shall complete 
our examination of the Executive Direc- 
tor’s job, review the accomplishments of 
the last seven years, and outline some of 
our hopes for the future. 

—Albert Carriere 
Executive Director 
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Official AAIT Jewelry 


Uniform Insignia, same 
size as illustrated, gold 
filled quality, green 
French jewelers enamel, 
safety catch 


$7.50 each 


Lapel Emblem, same size as il- 

lustrated, 10K solid gold, 

green French jewelers enamel, 

safety catch 

$6.00 each 

Both available for immediate deliv- 
ery, price includes excise tax, no 
COD’s, send payment with order 
direct to manufacturer — 


AWARD EMBLEM MFG. CO. 


AWARD EMBLEMS OF DISTINCTION LS 


3435 W. STREET, CHICAGO 32, 


A.A.L.T. 
SHOULDER PATCHES 


New and improved design. Emblem _ is 
washable, and may be sewn on uniform 
or jacket. 


$1.00 ea. 
-90 ea. in quantities of 5 or more 


NO C.O.D.’'s 
Send check or money order to: 
American Association of 


Inhalation Therapists 


332 South Michigan Avenue 
Chicago 4, Illinois 


only $249 


PORTABLE 


MEDI-BREATHER 


distress of emphysema, asthma, bron- 


Dealer Inquiries Welcomed 


World’s Largest 
Manufacturer Ay 
Portable Respirators 


NO OXYGEN REQUIRED* 


Delivers Pure, Filtered Room Air 


A patient cycled device that provides 


effective distribution of ae‘osols such 
bronchodilators 


and detergents 


used for treatment offering, relief from 


chitis, etc. Write for full information. 


*Oxygen may be added if needed. 


RESPIRATION PRODUCTS, INC. 


ompson 


Industrial Park 


BOULDER, COLORADO 


SELD 
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EQUIPMENT NEWS 


(Information and _ photo- 
graphs are supplied by 
the manufacturers or 
distributors.) 


Disposable Oxygen Mask 

Hudson Oxygen Therapy Sales Company an- 
nounces a new improvement on their popular 
No. 7 Disposable Oxygen Mask. The inlet tube 
now enters at the neck of the mask instead of at 
the bottom of the reservoir bag. This inlet con- 
nection swivels to any position to facilitate use 


at either side of the bed. It does away with the 
twisting of the tubing and the sizzling caused 
when the tubing enters the bottom of the bag. 
This improvement matches a utility feature for- 
merly obtainable only on highly expensive masks. 

No. 651 


Oxygen-Air Proportioner 
National Cylinder Gas Division of Chemetron 


Corporation offers a new oxygen- air propor- 
tioner, which provides an automatic safeguard 
against retrolental fibrop!isia in hospital nurseries. 
It is described and rated in a new booklet, 
NM-235.000, available trom NCG. 

The booklet explains how the unit meters pre- 
cise amounts of oxygen and air and continually 
monitors pressures and flow rates. Diagrams show 


performance factors, piping requirements and 
electrical wiring instructions. 

The proportioner is set to deliver enriched air 
containing 40 per cent oxygen to incubators and 
bassinets. It permits the use of nebulizing equip- 
ment, No. 652 
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Improved Nasal Cannula 


The Pharmaseal Laboratories of Glendale, Cali- 
fornia, is introducing an improved nasal cannula 
which combines several desirable features. First, 
it is the only one available with a 78-inch integral 
connecting tube. (The customary 60-inch ones 
are so often just a little too short.) 

The integral connecting tube eliminates the 
need for a connector between cannula and tub- 
ing. Formerly it was more economical to use 
separate units and discard the cannula and re-use 
the connecting tube; but this unit with integral 
connecting tube sells for the same price as other 
cannulas without any connecting tubes. 


It has a soft vinyl headband adjustable to any 
size. The end of the integral connecting tube is 
equipped with a rubber adapter which fits the 
outlet nipple on standard humidifiers. Ne. 653 


Magnetic Sign Holder 

American Hospital Supply Corporation, of 
Evanston, Illinois has a new sign holder for pa- 
tients’ doors. The Chieftain Magnetic Sign Holder 
contains 12 standard nursing messages stored in- 
side the holder, and any three of them may be 
displayed simultaneously. 

Two permanent magnets on the back attach 
to the steel mounting plate furnished, which may 
be put on the door, the wall, or the end of the 
patient’s bed. No. 654 


MORE DATA... 


. can be obtained by mailing this 
coupon to “Inhalation Therapy,” Room 
904, 332 South Michigan Avenue, Chicago 
4, Wlinois 


651 652 653 654 


Please send data on item checked to: 
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CHAPTER ACTIVITIES 
by Howard R. Dockham 


Chapter Secretaries: Please send reports 
and notices to the new address: 

Howard R. Dockham 

4618 East Douglas 

Tucson, Arizona 


Belated congratulations to the KEN- 
TUCKY SOCIETY OF INHALATION 
THERAPISTS, who received their Char- 
ter May 31, 1961. Elected officers are: 
President, Mr. James C. McGaw; Vice- 
President, Mr. Martin A. Schoenblacher; 
Secretary-Treasurer, Mr. Charles D. 
Beam. At their July meeting, the KEN- 
TUCKY SOCIETY heard Mr. John Nor- 
wood, Assistant Administrator of the 
Kentucky Baptist Hospital, discuss “The 
Administrative Views on Inhalation Ther- 
apy as a New Profession.” 

At the July meeting of the NORTH 
TEXAS CHAPTER, the film “External 
Cardiac Massage” was shown. There was 
further discussion of a seminar which will 
be held in September at Children’s Medi- 
cal Center, Dallas, Texas at a date to be 
announced later. 

At their July meeting, the SOUTHERN 
ILLINOIS CHAPTER heard Dr. Peter 
Kinsella of the Pulmonary Function Lab- 
oratory of Firmin Desloge St. Louis Uni- 
versity Hospital, lecture on I.P.P.B. in the 
treatment of emphysema. The film, “A 
Clinic on the Recognition and Treatment 
of Respiratory Acidosis” was also shown. 

At their June meeting, the SOUTHERN 
CALIFORNIA CHAPTER heard Dr. 
Eugene J. Ellis, Director of the Cardio- 
vascular Department at the Hospital of 
the Good Samaritan, lecture on “The Use 
of Oxygen in Heart Disease” after show- 
ing a film on the subject. 

The WESTERN NEW YORK CHAP- 
TER, in their July meeting, discussed the 
feasibility of printing a booklet on facts 
and procedures used in inhalation ther- 
apy. No definite plan was announced, 
although a review of curriculum content 
of various schools was presented. 


AAIT CHAPTERS 


CONNECTICUT 
Andrew Wise 
Norwalk Hospital 
Norwalk, Connecticut 


DELAWARE VALLEY 
Robert Waters 

202 West 24th Street 
Wilmington, Delaware 


FLORIDA 

Melvin Hall 

914 Columbus Boulevard 
Coral Gables, Florida 


GREATER BOSTON 

Robert Hildreth 

14 A Eliot Street 
Cambridge, Massachusetts 


GREATER NEW YORK CITY 
Irving Edelson 

58-20 Maspeth Avenue 
Maspeth, New York 


ILLINOIS 

William Gallagher 
5550 North Kenmore 
Chicago, Illinois 


KENTUCKY 

Charles D. Beam 
224 Asbury Road 
Louisville, Kentucky 


MICHIGAN 

Don E. Gilbert 

University of Michigan Hospital 
Ann Arbor, Michigan 


NORTH TEXAS 

Harry Richardson 
3911 Holland Avenue 
Dallas, Texas 


OHIO 

Lois M. Lykins, R.N. 
10511 Edgerton Road 
North Royalton, Ohio 


ROCKY MOUNTAIN 
Vivian F. Curtis, R.N. 
635 Carr Street 
Lakewood, Colorado 


SOUTH TEXAS 
Raymond Grant 

St. Joseph’s Hospital 
1910 Crawford 
Houston, Texas 


SOUTHERN CALIFORNIA 

Lillian VanBuskirk 
Mangum Street 

Baldwin Park, California 

SOUTHERN ILLINOIS 

Carl Stolleis 

1226 South 15th 

Springfield, Illinois 

TENNESSEE 

Mr. Howard Justice 

2137 Honeysuckle Drive 

Nashville 4, Tennessee 

UPPER MIDWEST 

David Neurenberg 

St. Mary’s Hospital 


WASHINGTON, D. C. 
Easton Smith 
Washington Hospital Center 
Washington, D. C. 

WESTERN MISSOURI—EASTERN KANSAS 
Samuel Runyon 


Bethany Hospital 
Kansas City, Kansas 


WESTERN NEW YORK 
Edward Lang 

100 Conant Drive 
Buffalo 23, New York 


WISCONSIN 

Miss Dorothy Braeger 
Milwaukee Hospital 
Milwaukee, Wisconsin 


23 


| 
| 
2 
i 
| 
= 3 
y 


continued from page 15 


fective of the manual methods. 

2. Back Pressure, Arm Lift and the 
Sylvester Systems 
Use these systems the same as at 
any other time, Lut avoid twisting 
the neck. In the back pressure arm 
lift method, this can be done by 
placing the victim’s nose and chin 
in a shoe. Be sure to protect the 
tracheal opening from dirt and 
dust. This can be done with a 
handkerchief or with gauze. 

B. Mechanical Metheds 

Both E&] Resuscitatcr and MSA Pneo- 
lator can be used. The baby facepiece on 
the E&] applied on a crosswise position 
at the tracheal opening (See Fig. 6) was 
found to be best suited for this purpose. 

1. Inhalator: Proceed as with ordi- 
nary victim, placing facepiece 
cross-wise over tracheal opening. 

2. Resuscitation: Check for obstruc- 
tions. If laryngectomy tube _ is 
blocked, simply remove it. If tube 
is not plugged, resuscitation can 
be accomplished through it. Pro- 
ceed as with ordinary victim, plac- 
ing facepiece crosswise over the 
opening. If facepiece were placed 
on laryngectomee’s mouth, the air 
would enter his stomach, which 
would begin to bulge. 

3. Aspiration: Aspiration should be 
performed in the following man- 
ner. The catheter should be 
pinched shut while being inserted. 


Fig. 4 
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It should be directed to one side, 
and inserted until resistance is 
felt. While rotating the catheter, 
slowly start withdrawing it before 
releasing the suction. This pre- 
vents the catheter from adhering 
to and tearing the lining of the 
bronchial tubes. If this does not 
entirely remove the obstruction, 
direct the catheter into the oppo- 
site side and aspirate it also. If 
an unconscious laryngectomee is 
discovered, who has a crust-like 
formation over the tracheal open- 
ing, it must be removed before re- 
suscitation can take place. Upon 
removal of this crust formation, 
superficial bleeding may occur, 
but this is not at all dangerous. 


Ill. TRACHEOTOMY 


A tracheotomy is a hole put into the 
trachea at the throat. It is performed in an 
emergency when the throat is blocked and 
ventilation can be achieved in no other 
way. It is also used to allow a patient to 
breathe during surgery on the larynx and 
other parts of the throat above the larynx. 
After surgery, the patient can breathe 
either through the hole in the trachea or 
through his mouth and nose. This is 
usually only a temporary measure, and 
after a period of time the tracheosotomy 
is allowed to heal shut, and the patient 
resumes normal respiration. 

If such a person stops breathing, he 
can be given any of the accepted methods 
of manual artificial respiration. A mechan- 
ical resuscitator can be used either through 
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the opening in the trachea or the mouth 
and nose. However, whichever method is 
used, the alternate route should be closed 


new 
HUDSON 


PEN-I-SOL PLASTIC 


NEBULIZER FOR I.P.P.B. UNITS 


fits all models and makes 


AT LAST... A NEW PLASTIC NEBULIZER THAT 


. .. Does not spill when tipped 
. . Produces a droplet free mist 


. . Keeps nebulizing when tilted at any angle 


. Does not throw droplets 


... Does not clog easily 

... Produces optimum particle size 

... ls easy to clean 

... Keeps medicament in nebulizing area 

... Withstands rough usage 
Fits all I.P.P.B. units 


manufactured by 


off, or inefficient ventilation will result. 
This is also true of mouth-to-mouth or 
mouth-to-trachea methods. 


HUDSON OXYGEN THERAPY SALES CO. 


Lodi, Ohio Los Angeles 27, California 


Model No. 211PL Plastic Nebulizer 
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| LPPB. 
with AIR 


fi 


This is the compressor model used for air 
mixtures. 

Other models are available for 100% 
oxygen or air-oxygen mixtures. Also, 
“total flow’ Heated Mainstream Nebu- 
lizer available for all models. 

Write for descriptive literature or ask 
for a demonstration. 


/i\.2_ Mine Safety Appliances Company 
201 North Braddock Avenue 


Pittsburgh 8, Pennsylvania 
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ABSTRACTS 


IMPORTANCE OF PARTICLE SIZE IN AERO- 
SOL THERAPY, by Frank W. Lovejoy, Jr., 
Herbert Constantine and Lucien Dautrebande, 
in Proceedings of the Society for Experimental 
Biol & Med, 103:836, 1960. 


This study compares the efficiency of two dif- 
ferent types of nebulizers, producing different 
particle sizes, in the aerosolization of broncho- 
dilator drugs, with respect to dose and _ side 
effects. Standard nebulizers commercially avail- 
able in this country produce particle sizes rang- 
ing from about 1 to 15 microns in diameter, de- 
pending on the ‘method of size measurement. 
The other nebulizer used in this study was the 
D-30, designed and produced in Belgium by Dr. 
Dautrebande. This generator produces particles 
all below 0.5 micron and averaging closer to 0.05 
microns in diameter. 


The bronchodilator used was made up as fol- 
lows: 0.1% isoproterenol, 2% phenylephrine in 
a vehicle composed of equal parts of water and 
propylene glycol. It was found that at 5 pounds 
pressure driving the nebulizers, the standard one 
delivered 9 grams of this solution in 10 minutes, 
while the D-30 delivered only 0.3 grams. It was 
shown that a comparable degree of broncho- 
dilation was obtained with the D-30 to that pro- 
duced by the standard, with only one thirtieth 
the dose. Also, in all instances, the standard 
nebulizer was found to induce changes in the 
heart rate and blood pressure not caused by the 
D-30. 

It is postulated that this difference is accounted 
for by the great difference in total dose of bron- 
chodilator drug. It is asserted that the reason 
the D-30 can produce comparable bronchodila- 
tation with so much less drug is that its smaller 
size particles do not rain out in the upper respira- 
tory tree and get taken up into the general 
systemic circulation, but are deposited in the 
alveolar ducts and alveoli themselves where they 
are more effective. In other words, the smaller 
size permits a larger surface-area-to-dose ratio 
than the larger one. 

The study was done on four normal healthy 
adult males, and the degree of bronchodilatation 
was measured by a plethysmographic method of 
determining airway resistance. 


THE INTENSIVE CARE UNIT, by Drs. P. 
Safar, T. J. deKornfeld, J. W. Pearson and J. S. 
Redding, in Anaesthesia, 16:275, 1961. 


This is a summary of a three-year experience 
in the Baltimore city hospitals with the estab- 
lishment and operation of an intensive care unit. 


The general organization and management are 
described, and an outline for the teaching pro- 
gram they conducted for the nursing staff in the 
unit. With regard to equipment they use, not 
much detail was given except with respect to 
respirators. The mainstay here is the Mérch 
piston respirator, of which they have eight. They 
also use the Bird and Bennett respirators for 
short term cases. The Mérch unit has additional 
humidity provided for the inspired air by means 
of a Walton humidifier connected with it. (Re- 
cent models of the Mérch have built-in humidity 
systems.—Ed. ) 

Ventilation is monitored periodically with a 
Wright ventilation meter placed in the circuit. 
It was found that arterial blood gas analyses were 
seldom needed, and that the patients when kept 
just slightly alkalotic did not fight the respirator 
and did quite well. 


The most rigid aseptic technique is used in 
suctioning the tracheotomies. “No catheter is re- 
used without first being sterilized, and no suction 
catheter ‘s used for tracheal and pharyngeal suc- 
tioning at the same time.” 


CONTROLLED STUDY USING IPPB IN 
POST-SURGICAL PATIENTS, by James H. 
Sands, M.D., Constance Cypert, RIT, et al, in 
Diseases of the Chest, 40:128, 1961. 


Study and control groups of patients free of 
cardio-respiratory disease who were admitted 
for upper abdominal surgery were routinely given 
IPPB and no IPPB postoperatively, respectively. 

In no instance could IPPB be interpreted to 
have averted pulmonary complications, nor even 
to have assisted in more prompt return to normal 
tidal volumes or vital capacities, which were 
determined on all patients of both groups both 
pre- and postoperatively. 

“Although well established in the treatment of 
some patients with cardio-pulmonary disease in 
the pre- and postoperative period, the indications 
should be clear-cut, and the indiscriminate use 
of IPPB discouraged.” 

—J.F.W. 
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This new YOKE-GAUGE-REGULATOR is used with type “D” 


and “E”, post type valve cylinders. All assembly parts are acces- 
sible for ease of adjustment. It requires less than one full turn of 
the index knob to regulate flow from 0 to 15 liters. Gauge also 
registers contents in increments of 4, 4, 34 and full. 


this is a new and very useful 
yoke-gauge-regulator combination 


This new Yoke-Gauge-Regulator combination functions automatically to maintain a de- 
sirable accurate liter flow regardless of cylinder pressure. In order to maintain the re- 
quired flow this regulator employs an accurately machined piston provided with “O” 
rings. The up and down movement of this piston is mechanically restricted. This unit is 
made of dense brass die forgings and solid bar stock for durability and long service life. 
Heavily chrome plated. A self reseating pressure relief valve acts automatically in the 
event of a seat failure. The yoke is pin indexed for 0.; also available for other cylinder 
gases upon request. A tapered tailpiece accommodates various sizes of administration 


tubings. 


NATIUNA medical equipment division. 


218 fremont street san francisco 5 california 


| 
_ 
| 
@ 
| 
| 


So 


in the critical hour after surgery, the patient 
may need oxygen before clinical signs appear. 


As many as one or two patients out of every four may suffer immediate postoperative respiratory 
depression. Often these patients show no signs of impaired pulmonary function. They signal 
their difficulties only when tested by spirometer or measured for arterial O2 and COz tensions, 
per cent saturation of arterial O2 and arterial pH.* 


With the early warning these tests give, the patient can be started on mechanical assistance to 
breathing and on oxygen by catheter, mask, or tent — before he suffers an episode of hypo- 
tension, dyspnea, arrhythmia, cyanosis, or other manifestation of hypoxia. 

Linde Company, Division of Union Carbide Corporation, 270 Park Avenue, New York 17, N. Y. 


In Canada: Union Carbide Canada Limited, Linde Gases Division, Toronto 12. 
*Cottrell, R. F., and Stoelting, V. K.: M. Times 89:348 (April) 1961. “‘Linde’’ and “Union Carbide’’ are registered 


LINDE | 
FIRST IN OXYGEN U.S.P. CARBIDE 
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‘jin neonatal atelectasis— 


ALEVAIRE 


(NONTOXIC MUCOLYTIC DETERGENT AEROSOL) 


... results are impressive. This dreaded condition usually improved in 
a few hours, and it was really striking to see a cyanotic baby with gasp- 
ing respirations and suprasternal retraction become relaxed and pink 


2. 


in such a short period of time.’”' 


In the elderly patient with chronic bronchitis ‘‘... favorable therapeutic 
response is obtainable with the use of Alevaire.’’? 


ALEVAIRE 


is very helpful in: 


¢ neonatal asphyxia (due to inhalation of 
amniotic fluid, mucous obstruction, ate- 
lectasis) 

croup « laryngitis tracheobronchitis 

* pertussis * pneumonia « bronchial asthma 

*emphysema «bronchiectasis lung 
abscess 

* pneumoconiosis »* smoke, kerosene poi- 
soning 

* poliomyelitis (respiratory complications) 

* routine oxygen therapy « tracheotomy 

* prevention of postoperative pulmonary 
complications 


Smessaert, Andre; Collins, V. J., and Kracum, V. D.: New York J. 


Med. 55.1587, June 1, 1955. 
Banyai, A. L.: Geriatrics 14.621, Oct., 1959 


Alevaire is supplied in bottles of 60 cc. 
for intermittent therapy and bottles of 
500 cc. for continuous inhalation therapy. 
Alevaire should not be diluted. Alevaire 
solution is ready for use in a concentra- 
tion optimal for fine droplet stability and 
therapeutic efficiency. 


Write for illustrated brochure. 


(| LABORATORIES 
New York 18, N.Y. 


Alevaire, ttedemark reg. U.S. Pat. 
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CONTINENTAL'S C-12Zz 


Exclusive New Features of the C-12 Z 


DISPOSABLE PRICE BRACKET — Yet 
designed after the SEMI-PERMANENT 
STYLE CANOPY 

SEAMLESS — ONE PIECE — Eliminates 
any welds, making it impossible to 
come apart 

“GRIP TITE’’ SLEEVE OPENINGS sim- 
plifies assembly and reduces oxygen 
leakage 

PATIENT’S POCKET conveniently located 
inside canopy for storing of eye glasses, 
Kleenex, et cetera 


LEVINE OR DRAINAGE TUBE PORTS for 
post operative care of patient during 
oxygen therapy 


LONG SHELF LIFE—Will not deteriorate 


POSITIVE IDENTIFICATION—Each can- 
opy individually marked as to style 
and make 


METAL ZIPPERS—smooth sliding 


SEE YOUR CONTINENTAL REPRESEN- 
TATIVE OR WRITE FOR PRICES 


CONTINENTAL HOSPITAL INDUSTRIES, INC. 


18624 DETROIT AVENUE 


CLEVELAND 7, OHIO 


: 
 —«LEVINE AND. DRAINAGE 
i 
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AMERICAN ASSOCIATION OF 
INHALATION THERAPISTS 
Room 904, 332 South Michigan 
Chicago 4, Ill. 


BULK RATE 
U. S. Postage 


Chicago, Illinois 
Permit No. 1156 


Form 3547 Requested 


VACPAK 


.. . answers all needs for respiratory 


and suction therapy In one compact package, the new NCG VACPAK provides 
vacuum as required in Operating Rooms, Recovery Rooms 
or Intensive Care areas. Extremely flexible, the VACPAK 
can be arranged to fit the specific needs of each location. 
Illustrated here is an assemblage that will provide complete 


REGULATED VACUUM 

NCG Suction Bottle Units in 
upper left and right provide 
for controlled drainage of the 
oral cavity, trachea, etc. The 
vacuum level is maintained 
by the vacuum regulator be- 
tween 0 and 200 mm of mer- 
cury. For special application 
of high vacuum, NCG Suc- 
tion Bottle Units without 
regulator are available. 


respiratory and suction se 


INTERMITTENT VACUUM 

The NCG Intermittent Vac- 
uum Regulator, upper center, 
provides controlled safe gas- 
tric drainage...ideal for 


deep drainage and implant in’ 


wounds. Exclusive automatic 
return to atmospheric pres- 
sure during “off"’ cycle allows 
back flow of fluid to flush out 
catheter and helps prevent 
tissue occlusion. 


Gas 

MICRO-LOW VACUUM 

Units in lower left and right per- 
mit adjustment of low vacuum 
levels with accuracy of degree 
and volume... unerring control 
necessary for pleural drainage. 
NCG Water Manometer provides 
precise control from 0 to 25 cm 
of water; adjustable for volume; 
automatically operates as a 
safety valve. It will not exceed 
selected degree. 


For additional information and expert counseling, contact your nearest NCG Sales Office. Phone or write today. 
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